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Oncoplastic Breast Conservation for Central
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Background: Tumors in the central part of the breast are usually considered more
aggressive and technically difficult, which limits breast conservation. The defini-
tion of central tumors from a surgical point of view, classification of the techniques
for partial breast reconstruction, and conceptual algorithm of choice based on
tumor and breast characteristics are proposed, along with the estimation of surgi-
cal and oncological safety.

Methods: This is a retrospective analysis of the single-institution experience,
with a focus on the decision-making process for choosing the oncoplastic breast-
conserving surgery technique. To evaluate the safety of breast conservation for cen-
tral tumors, a comparative analysis of early surgical complications and oncological
long-term results of treatment in patients with central breast tumor location and
other breast tumor locations was performed.

Results: A total of 940 lumpectomies were performed in 926 patients during 15
years. The central breast tumor location group included 128 patients with 130
lumpectomies (13.8%), and the other breast tumor locations group included 798
patients with 810 lumpectomies (86.2%). We did not find any significant differ-
ences in the rate of early surgical complications and involved margins, local and
systemic recurrence rates, time to progression, or overall survival between the
groups.

Conclusions: Oncoplastic breast-conserving surgery is a safe procedure for the
treatment of central tumors. In our opinion, the proposed classification of partial
breast reconstruction techniques and an algorithm of their choice allow for effec-
tive restoration of the breast shape and volume according to the parameters of
the tumor, breast, surgeon, and patient preferences. (Plast Reconstr Surg Glob Open
2024; 12:¢5789; doi: 10.1097/GOX.0000000000005789; Published online 6 May 2024.)

INTRODUCTION

Breast cancer is one of leading causes of cancer-related

only in understanding the nature of this disease but also
in new methods of treatment. The location of the primary

morbidity and mortality worldwide. However, over the last
few decades, several great advances have been made not
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tumor was found to be an important prognostic factor.
Tumors in the central part of the breast are usually con-
sidered more aggressive and have a poorer prognosis than
those in the peripheral quadrants. Traditionally, this has
led surgeons to adopt more aggressive approaches and per-
form mastectomies. However, a better understanding of the
biological mechanisms of cancer and a focus on the qual-
ity of life of patients has led to the widespread introduc-
tion of breast-conserving surgery (BCS) for breast cancer
treatment. It was found that this does not worsen but sig-
nificantly improves overall survival (OS),'”" even in patients
with T3 and T4 tumors.*"* Therefore, oncological safety
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does not prevent the use of BCS in patients with central
tumors. Another factor inhibiting the implementation of
BCS for central tumors is the technical difficulty of achiev-
ing acceptable aesthetic and functional results. However,
the principles of oncoplastic surgery have made it pos-
sible to solve this problem. We present our definitions and
approaches to the surgical treatment of central tumors
with the classification of the techniques and algorithm of
their selection depending on the individual features of the
patients and tumors. We also present a retrospective com-
parative analysis of the oncological results and early surgical
complications in patients with BCS between the group with
central tumors and those with tumors in other locations.

DEFINITION AND CLASSIFICATION

We did not find a clear and commonly used definition
of central breast tumors in the literature. However, the main
anatomical landmark for determining the central location
is the areola, which is the zone of direct contact between
the parenchyma of the gland and skin. There is no subcu-
taneous fat, and there is a superficial lymphatic plexus with
direct outflow to the regional lymphatic basins. Thus, it
increases the probability of tumor growth in the skin and
lymphatic spread of the disease when the tumor is located
retroareolarly. These factors determine the poor prognosis
of patients with central tumors. A central tumor is defined as
retroareolar or located within 2 cm of the edge of the areola,
and this definition is most commonly used.”'* However, to
achieve proper radical margins during lumpectomy, more
tissue around the tumor must be removed. This results in
an increased volume of removed tissue in the “surgical”
terms compared with the “oncological” terms. In addition,
depending on the size of the breast, the size of the areola,
and the geometry and exact position of the tumor, the lesion
could only be partially localized centrally; however, this
requires the removal of a large part of the central segment
of the breast parenchyma. It is also important to consider
the distance between the tumor, chest wall, and nipple in
the projection of the areola because this influences the tech-
nique. After analyzing our experience, we propose to define
central breast tumors as those that are completely or par-
tially located in the projection of the areola up to the chest
wall and/or within 2cm around the areola. This definition
was adapted to the technical aspects of surgical decision-
making and techniques (Fig. 1). We consider oncoplastic
surgery as the concept, which offers the patient the best pos-
sible aesthetic result after oncologically safe surgery. From
this point of view, we offer the patients two approaches: (a)
not changing the breast (concept of “invisible surgery”),
and (b) improving the breast (using therapeutic mammo-
plasty). The type of partial reconstruction technique also
depends on whether the areola is preserved, whether it will
be completely transplanted or reconstructed, and whether
the surgery is immediately performed or delayed. Volume
displacement techniques consist of level 1 different modifi-
cations and some types of therapeutic mammoplasties that
form and displace the internal parenchymal flaps within
the gland. It includes periareolar and retroglandular (from
the submammary fold—"“from inside”) tumor excision with
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Takeaways

Question: How to determine the central tumor of the
breast? Are oncoplastic central lumpectomies as safe in
terms of surgical complications and long-term oncologi-
cal outcomes as other tumor locations? How to choose
the optimal method of closing the central defect of the
breast?

Findings: The retrospective comparison of treatment
results was performed between groups with central
tumors and tumors with other locations. We presented
the classification of the techniques for central defect clo-
sure and the algorithm of their choice.

Meaning: Oncoplastic breast conservation is a good and
safe option for the treatment of centrally located tumors.

parenchyma rearrangement, conic central lumpectomy
with purse-string closure, and horizontal “melon slice” or
“bat wing” techniques. In cases of areola removal in small
nonptotic breasts, the wound can be closed by parenchymal
rearrangement with wide skin mobilization. Central defect
filling by gland tissue becomes the basis for a full-thickness
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Fig. 1. The location of the tumors which are considered central
tumors—completely or partially located in the projection of areola
up to the chest wall and/or within 2cm around the areola.
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skin graft for areola reconstruction in one or two stages.
Therapeutic mammoplasty can be performed using the
Grisotti technique as a rotational parenchymal flap with a
skin island," the superior or inferior flap technique with
inverted T or vertical surgical access, and with or without are-
ola and nipple reconstruction. When areolar preservation
is possible, the modified Ribeiro technique'® with nipple-
areola complex (NAC) on the upper flap and using the lower
flap for closure of the defect behind the areola may be very
effective. The volume replacement approach included latis-
simus dorsi (LD), lateral thoracic artery perforant (LTAP),
lateral intercostal artery perforant (LICAP), anterior inter-
costal artery perforant (AICAP), and thoraco-dorsal artery
performant (TDAP) flaps. In some cases, a rotational lateral
thoracic (axillary) flap can be used (Fig. 2). The decision-
making process depends on breast size, grade of ptosis
and density, tumor size and location, patient preferences,
and surgeon experience. In the case of using therapeutic
mammoplasty, the symmetrized procedure should be con-
sidered. There is also an option for immediate and delayed
nipple reconstructions. The crucial principle of surgery is to
respect anatomy and blood supply.

METHODS

We performed a retrospective review of patients
who underwent BCS at the breast center in the LISOD

Oncoplastic central
lumpectomies

Hospital of Israeli Oncology (Kyiv, Ukraine), focus-
ing on the decision-making process of the surgery
type selection, depending on the tumor location. All
patients were discussed with a multidisciplinary tumor
board at all stages of treatment and treated accord-
ing to the current National Cancer Comprehensive
Network guidelines. We present our classification of the
types of procedures and an algorithm for their selec-
tion according to tumor and breast size, grade of ptosis,
and management of NAC. All measurements and evalu-
ations were based on clinical examination and patient
information regarding cup size. To evaluate the safety
of oncoplastic BCS with central tumors, we performed
a comparative analysis of the early surgical complica-
tions (30 days after surgery) and oncological long-term
results of treatment in patients with central breast tumor
location (CBTL) according to our definition, and in a
group with other breast tumor locations (OBTL). A sta-
tistical analysis of the main demographic criteria and
characteristics of the tumors and procedures using
Fisher angular transformation (with Yates correction)
showed homogeneity of the groups (Table 1). We used
the local recurrence rate (LRR), systemic recurrence
rate (SRR), death due to progression (DDP), time-to-
progression (TP) rate, and OS rate as criteria for onco-
logical safety in both groups. The LLR, SSR, and OS
curves were evaluated using Kaplan-Meier estimation
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Fig. 2. The classification of central lumpectomies and techniques of partial breast reconstruction.
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Table 1. The Demographic, Surgical, Technical, and Oncological Characteristics of the Groups of Patients with Central

Tumors and Tumors with Other Locations

Central Lumpectomies Other Lumpectomies Total P
Patients 128 (13.8%) 798 (86.2%) 926
Procedures 130 (13.8%) 810 (86.2%) 940
Age 54 (22-81) 52 (23-88) 0.82
ER 112 (87.5%) 589 (73.8%) 701 0.001
PR 92 (71.9%) 508 (63.7%) 600 0.08
HER2neu positive 13 (10.2%) 113 (14.2%) 126 0.26
Triple negative 6 (4.7%) 143 (17.9%) 149 0.001
Tis 8 (6.3%) 19 (2.4%) 27 0.06
Tx 1 1
TO 0 0
T1 39 (30.5%) 266 (33.5%) 305 0.59
T2 70 (54.7%) 462 (57.9%) 532 0.56
T3 4 (3.1%) 42 (5.3%) 46 0.39
T4 7 (5.5%) 8 (1.5%) 15 0.06
NO 80 (62.5%) 550 (68.9%) 630 0.19
N1 37 (28.9%) 170 (21.3%) 207 0.08
N2 7 (5.5%) 56 (7.0%) 63 0.64
N3 4 (3.1%) 22 (2.8%) 26 0.96
Multifocal /multicentric 31 (24.2%) 97 (12.2%) 128 0.00
Bilateral 2 (1.5%) 12 (1.6%) 14 0.72
SLNB 94 (73.4%) 568 (71.2%) 662 0.68
ALND 48 (37.5%) 301 (37.7%) 349 0.96
Tumor size, cm 2.9 (0.2-9) 2.8 (0.3-15.8) 0.72
Weight of specimen, g 196.4 (9-1034) 107.8 (2-1174) 0.34
R 5 (3.8%) 29 (3.6%) 34 0.92
Symmetrizing mammoplasty (in unilateral cases) 20 (15.6%) 165 (20.7%) 185 0.21
Neoadjuvant treatment 41 (32.0%) 272 (34.1%) 313 0.72
Time of follow-up, m 42 (6-152) 45 (6-184) 0.59
Local recurrence 2 (1.6%) 9 (1.1%) 11 0.98
Regional recurrence 4 (0.5%) 4 0.94
Systemic recurrence 12 (9.4%) 84 (10.5%) 96 0.81
Died due to progression 5 (3.3%) 44 (5.5%) 49 0.58
Died due to other causes 1 (0.8%) 4 (0.5%) 5 0.79
Overall survival 92.9% 90.5% 0.34
Time to progression, m 38 (6-70) 35 (1-160) 0.72

The Bold text marks the statistically significant differences.

and log-rank tests using the computer program R com-
mander version 4.2.2. licensed by John Fox under the
GNU General Public License. Statistical significance
was set at a Pvalue less than 0.05. Patients who dropped
out after less than 6 months of follow-up were excluded
from the delayed results analysis.

RESULTS

All consecutive cases of breast conserving surgery in
patients with invasive and/or noninvasive breast can-
cer performed from 2007 to December 2021 in a single
institution in prospectively maintained databases were
included in the review. In total, 940 lumpectomies were
performed for 926 patients during this period, and 14
(1.5%) patients had bilateral tumors. The CBTL group
included 128 patients with 130 lumpectomies (13.8%),
the OBTL group included 798 patients with 810 lumpec-
tomies (86.2%). The average ages of the patients were 54
(22-81) and 52 (23-88) years, respectively. A significant

difference was found in the biological characteristics
of the tumors, a greater number of estrogen-positive
tumors in the group of central tumors (112 (87.5%)
versus 589 (73.8%), P = 0.001) and triple-negative
tumors in the group with other localizations (six (4.7%)
versus 143 (17.9%), P = 0.001). A significant predomi-
nance of multifocal/multicentric tumors in the group
of central lumpectomy was found [31 (24.2%) versus 97
(12.2%), P = 0.00]. The rates of involved margins in 5
(3.8%) and 29 (3.6%) cases were the same (P = 0.98).
These patients underwent reexcision or mastectomy.
The surgical techniques used for the CBTL are pre-
sented in Supplemental Digital Content 1. (See table,
Supplemental Digital Content 1, which shows the struc-
ture of the procedures according to the types of the
techniques, managing of the areola, and nipple recon-
struction. http://links.lww.com/PRSGO/D185.) In the
CBTL group, nipple reconstruction was performed in
eight cases: five immediately and three delayed. Both
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Fig. 3. Kaplan—-Meier curves with the analysis of LLR, distant recurrence rate, and OS between groups of CBTL and OBTL.

groups had the same number of patients treated with
neoadjuvant chemotherapy. The median follow-up
period for the CBTL and OBTL groups was 42 (6-152)
and 45(6-184) months, respectively. We did not find
any significant differences in LRR, SRR, OS (Fig. 3),
or rates of TP and DDP (Table 1) between the groups.
However, in the subgroup analysis, SRR, TP, and DDP
were significantly higher in patients with triple-negative
cancer in the OBTL group, which was obvious because
of the higher number of these patients in the OBTL
group. Early surgical complications were found in 20
(15.3%) cases in CBTL group and in 153 (18.9%) cases
in the OBTL group, with 3 (2.3%) and 30 (3.7%) cases
of early revision, respectively, which was not statistically
significant (P = 0.39 versus P = 0.56 respectively). The
subgroup analysis did not find any statistical differences
in the structure of the main surgical complications
such as hematoma, wound infection, seroma, ischemia,
and necrosis. (See table, Supplemental Digital Content
2, which shows the structure of early complications.
http:/ /links.Iww.com/PRSGO/D186.)

DISCUSSION

Tumor location is one of the most actively discussed
prognostic factors in literature. Most investigations,'™
but not all,>” consider central and medial locations as
more clinically aggressive and those that could have a
worse prognosis. The main hypothesis to explain this
phenomenon is the lymphatic anatomy”* with drain-
age of potential metastasis to the internal mammary
chain lymph nodes, which can cause the early spread of
the disease.”™ Despite this, BCS at the central tumor
location not only does not worsen but also significantly
improves the oncological results of treatment in com-
parison with mastectomy, while achieving the same
results as BCS in cases with other tumor locations.**
Current clinical practice considers BCS as a safe option
for central tumors, which is consistent with our experi-
ence. However, reconstruction of the central part of the
breast can be technically challenging. To choose the
technique for breast reconstruction, several factors must
be considered, including the size of the breast and

tumor, grade of ptosis, distance from the tumor to the
nipple, surgeon experience, and patient preference.
Surgeons should consider whether the areola has to be
preserved, removed, transplanted, or reconstructed. In
our practice, we consider cups A and B as small breasts,
cup C as medium, and cup D and larger as large breasts.
Small tumors are generally up to 2cm in size, medium
tumors range from 2 to approximately 4cm, and large
tumors are approximately 4cm or more. We tried to
avoid or minimize the scars on the breast skin, use the
wide rearrangement of the parenchyma with its mobili-
zation along with the retromammary layer and possible
fasciotomy of the posterior breast fascia for better tissue
redistribution, and widely use regional perforant flaps.
These approaches are mostly used in patients with small
breasts aiming for complete restoration of breast shape
and size, following the concept of “invisible surgery.”*
In patients with medium and large breasts and ptosis,
therapeutic mammoplasty with the formation of inter-
nal local parenchymal flaps is preferred to close the
defect. Conceptually, it means the division of the gland
tissue into upper and lower segments along with the
Wuringer septa’ and using the remaining tissue after
tumor excision to close the defect. If the NAC remains
on the lower segment or is removed (with possible trans-
plantation to the new position), we call it the inferior
flap technique.” (See figure, Supplemental Digital
Content 3, which shows pre-, intra-, and postoperative
photographs with stages of the surgery. http://links.lww.
com/PRSGO/D187.) In the case of areola preservation
on the upper segment of the breast using the deepider-
mized lower part, like the mobile local flap for the resto-
ration of the breast shape with many possible
modifications, we call it the modified Ribeiro tech-
nique'® (Fig. 4). The superior flap technique involves
complete removal of the lower segment with preserva-
tion of the fascial components of the submammary fold
and restoration of the breast using the tissue of the
upper part of the breast. Therapeutic mammoplasties
follow the concept of “making the breast better.” In such
cases, we propose a symmetrization procedure. The aim
of oncological surgery is complete removal of the tumor,
that is, free margins. Because even 1 mm is considered
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Fig. 4. The tumor was located in the superior-medial-central part of the breast, in the middle of the
parenchyma. The modified Ribeiro technique was used. A, The presurgery view with tumor location and
surgical markings, like invertedT; B, The postsurgical view 15 months after the surgery and radiotherapy,
after partial nipple and areola necrosis. The weight of the removed specimen was 308 g. Intraoperative
photographs: C, The surgical access by dividing the breast into superior and inferior segments. The
tumor was excised through the medial part of inverted T access, and the skin of the superior-lateral seg-
ment was raised to open the tumor bed. The superior flap with NAC on the superior-medial pedicle and
inferior flap were mobilized, deepidermized, and moved on to close the defect after tumor removal; D,
The superior flap covered the inferior flap with the final view on the table.

sufficient, every millimeter does matter. Therefore, the
intraoperative marking and evaluation of the surgical
margins, from our point of view, are crucial for the final
selection of the oncoplastic technique and patient safety.
The “scenario approach” is required because the sur-
geon has to be ready to use various techniques depend-
ing on the size of the defect. In our practice, we use the
color markings of the specimen in the operating room
by the surgeon and immediate evaluation of the margins
by the pathologist, including the frozen section, and
always discuss different surgical scenarios with the
patient before the procedure. Level 1 techniques,
according to the Clought classification,* are considered
less complex. If preservation of the NAC is possible,

periareolar tumor excision using periareolar access
along the areolar contour with wide mobilization and
rearrangement of the parenchyma is performed. Round
block mammoplasty can be used to correct mild ptosis
and obtain better aesthetic results in middle-sized
breasts.” If the tumor is small and located close to the
muscle in the projection of the areola, the retroglandu-
lar “from inside” lumpectomy*** from the access along
the lateral or inferior contour of the breast is effective.
In cases of small breasts, the lateral parenchymal flap
can be used when the central parenchymal defect is sig-
nificant.””* It is formed by mobilization of the lateral
part of the parenchyma under the skin and above the
muscle, with the formation of a bridge-like parenchymal
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Fig. 5. The tumor was located in the central part of the breast, retroareolar, closer to the chest wall. The combination of lateral parenchy-
mal flap technique and LTAP/LICAP flap was used. A, The pretreatment view with tumor location, and surgical markings. B, The postsur-
gical view 11 months the surgery and radiotherapy. The weight of the removed specimen was 42 g. Intraoperative photographs: C, The
tumor was excised through the lateral contour access with areola preservation, and the flap was prepared to close the defect. But the flap
pedicle was too short to move the flap enough to fill the defect; D, The lateral parenchymal bridge-like flap was mobilized under the skin
and above the muscle and then was moved medially to close the defect (blue arrow). To restore the lateral contour of the breast, the LTAP/
LICAP flap was used and moved medially (yellow arrow); E, Flaps are in their final positions.

flap that is displaced medially with the closure of the
defect. If necessary, the lateral contour of the gland is
compensated for by moving the adipofascial tissue from
the axillary region or by a small LTAP/LICAP flap
(Fig. 5). In the case of areola removal, the central part
of the breast can be closed with purse-string sutures with
parenchymal remodeling.*® However, it can lead to
severe scarring. To avoid this and minimize the reduc-
tion of the skin surface area and deformity by flattening
the breast, the central defect can be closed by wide tis-
sue rearrangement. The areola is reconstructed using a
free-skin graft (Fig. 6). Usually, it is harvested from the

axillary region. Horizontal mammoplasty with areola
removal (“melon slice” technique) and areola preserva-
tion (“bat wing” technique) is usually used for ptotic
fatty breasts in older patients because of the presence of
significant scars. In our practice, periareolar mammo-
plasty and horizontal techniques are most often used.
Patients with large and/or ptotic breasts are good candi-
dates for therapeutic mammoplasty.”” If the areola needs
to be removed, parenchymal rotation using the Grisotti
technique® is effective. However, the most frequently
used techniques in our practice are inferior flap and
Ribeiro mammoplasty,’® with different modifications.



Fig. 6. The tumor was located in the central part of the breast,
retroareolar, close to the skin. The tumor was excised with the
areola, and the wound’s bottom was filled by the parenchyma
rearrangement and closed by temporary dressing. The areola was
reconstructed by a full-thickness skin graft. The postsurgical view
18 months after the surgery and radiotherapy. The weight of the
removed specimen was 10g.

These techniques allow the possibility of closing signifi-
cant defects. Occasionally, the inferior flap can be
expanded by including tissue from the epigastric zone
below the submammary fold with tissue mobilization
and upward movement. In this case, the submammary
fold was reconstructed in a new position, considering
the contralateral breast. Preservation of the skin island
on the inferior flap provides the possibility for areola
reconstruction. (See figure, Supplemental Digital
Content 4, which shows pre-, intra-, and postoperative
photographs with stages of the surgery. http://links.lww.
com/PRSGO/D231.) A superior flap technique can also
be used if a patient requires significant reduction or if
the tumor has a central-lower location. In cases of mod-
erate ptosis and small tumors with areola preservation,
vertical mammoplasty is appropriate. In our practice,
different types of therapeutic mammoplasty are com-
monly used for central defect reconstruction. When a
defectislarge in small- or medium-sized breasts, regional
perforant flaps are highly effective. Even in cases in
which the areola should be removed, a flap with a skin
island is used for NAC reconstruction. The LD flap was
initially used for this purpose. However, the implemen-
tation of the LTAP/LICAP/AICAP flap technique
allowed us to obtain the same results in a less aggressive
and traumatic manner.* Sometimes, to move the LTAP/
LICAP flap to the central defect more safely, we use the
“window” in the pectoralis major muscle (Fig.7). It
helps reduce tension in the flap pedicle and bulking in

PRS Global Open ¢ 2024

the lateral part of the breast.”” Immediate or delayed
nipple reconstruction should be considered in cases of
areolar removal.

Based on our experience, we propose a general algo-
rithm for selecting a technique for partial breast recon-
struction according to the above-mentioned parameters.
(See table, Supplemental Digital Content 5, which shows
the general algorithm of the selection of the technique
according to the size of the breast and ptosis grade,
size of the tumor, and managing of the areola. http://
links.lww.com/PRSGO/D232.) It includes not all but
the most rational, from our point of view, types of sur-
gery aimed at achieving maximum aesthetic results.
Obviously, the final choice of technique should be based
on many factors, including surgeon experience and sur-
geon and patient preferences. The retrospective analysis
of our data shows that the rate of early complications
in oncoplastic BCS does not depend on tumor location.
This study has several limitations. First, it was retrospec-
tive. However, this can be compensated by a significant
number of patients and follow-up. The second is the
subjectivity in determining the central location of the
tumor as well as the distribution of patients according
to the size of the breast. We did not perform a special
instrumental assessment of the volume of the glands, as
this is a complex procedure that, in our opinion, does
not fundamentally affect the selection of the surgical
technique. Our goal was not to create a strict academic
algorithm based on exact measurements. The authors
wanted to demonstrate a simple and practical real-life
approach for choosing the type of surgery and present
the diversity of the techniques, which may be useful for
breast surgeons.

CONCLUSIONS

Despite the challenges in cases of central tumor loca-
tion, it is possible to achieve good oncological, func-
tional, and aesthetic results using oncoplastic breast
conservation techniques. Oncoplastic BCS is a safe proce-
dure for the treatment of central tumors. Delayed onco-
logical results, such as LRR, SRR, TP, DDP, OS, and the
level of early complications, did not differ significantly
between the central tumor location and other tumor
location groups. The proposed classification of partial
breast reconstruction techniques and an algorithm of
their choice, from our point of view, allow for the effec-
tive restoration of breast shape and volume according
to the parameters of the tumor and breast, and surgeon
and patient preferences.
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Fig. 7. The tumor was located in the central part of the right breast, retroareolar, close to the skin. LTAP/LICAP flap technique with areola
reconstruction was used. A, The pretreatment view with tumor location and surgical markings; B, The postsurgical view 17 months after
the surgery and radiotherapy, and delayed nipple reconstruction. The weight of the removed specimen was 84 g. Intraoperative photo-
graphs: C, The tumor was removed with the areola through a periareolar incision. The LTAP/LICAP flap was mobilized and prepared. The
lateral part of the breast was pulled up to open the flap pedicle. To avoid the removal of the healthy parenchyma of the lateral sector of the
breast and bulking in the lateral part of the gland, the “window” in the pectoralis muscle was performed. The clamp was passed through
the hole in the muscle and took the flap; D, The flap was deepidermized with the preservation of the skin island for reconstruction, and
moved through the “window” in muscle to the breast; E, the flap was placed onto the defect after tumor removal with the final view on
the table with the areola reconstruction.
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